Background: Trial of labour after Caesarean section (TOLAC) refers to an attempt at vaginal delivery after a previous caesarean section. Outcome is influenced by a number of factors which are important in patient's selection. Objectives: The aim of this study was to find out the incidence and feto-maternal outcome of the practice of Trial of labour after Caesarean section. Methodology: This is a retrospective study of cases of vaginal birth after Caesarean section Data were retrieved from the case notes of patients who attempted vaginal birth after Caesarean section from January 1, 2013 to December 31, 2017, a period of five years. Result: There were 10,669 deliveries, 3179 of which were through Caesarean section. This gave a Caesarean section rate of 29.8%. A total of 217 patients attempted vaginal birth after Caesarean section and 83 ended up as repeat Caesarean section (38.2%) while 138 (61.8%) had successful vaginal birth after Caesarean section. Patients with previous vaginal delivery, age range 25 -29 years and interdelivery interval of greater than or equal to 2 years were more successful at achieving vaginal birth after Caesarean section. The leading indications for the repeat Caesarean section include cephalopelvic disproportion (45.8%), poor progress of labour (19.3%) and hypertensive disorders of pregnancy (8.4%). Conclusion: Vaginal birth after Caesarean section was successful in most of the parturients that attempted it in this study especially in patients within the age range of 25 -29 years, those that have had previous vaginal delivery and with interdelivery interval of greater than or equal to 2 years.
Introduction
Labour after a previous Caesarean section is otherwise known as Vaginal Birth after Caesarean, VBAC [1] . For a woman with a previous Caesarean delivery, assuming no mitigating circumstances, there are two basic choices. First is a Trial of Labour after Caesarean (TOLAC) with a goal of achieving Vaginal Birth after Caesarean, VBAC [2] . If Caesarean delivery becomes necessary during the trial, then it is called a "failed trial of labour" [2] . The second choice is elective repeat Caesarean delivery [2] . This includes scheduled Caesarean delivery as well as unscheduled but planned Caesarean delivery for spontaneous labour or another indication [2] .
The prevalence of vaginal birth after Caesarean section has varied over the last 100 years depending on the period being considered. This was because of the controversies that have surrounded the concept of vaginal birth after Caesarean section over the past 100 years as evidenced by Craigin's famous dictum, "Once a Caesarean, always a Caesarean" and also that by Flamm, "Once a Caesarean, always a controversy" [3] [4] . These controversies have served to either increase the incidence of vaginal birth after Caesarean section or decrease it depending on the direction of swing of pendulum of opinion [5] . Hence, in the United State, the rate of vaginal birth after Caesarean section increased from 3.4% in 1980 to a peak of 28.3% in 1996 [6] . However, as the rate of vaginal birth after Caesarean section increased, so did reports of uterine rupture-related maternal and perinatal morbidity and mortality so much that by 2011, the rate of vaginal birth after Caesarean section had dropped to about 8% [6] [7] .
The rate of successful vaginal birth after Caesarean section in most African countries is between 60% and 80% [8] . At the University of Benin Teaching Hospital, the rate is 66% [8] . At Nnamdi Azikiwe University Teaching Hospital, the rate was 46.7% [9] . In Lagos, the rate was 73% while in another study from Benin it was 48% [10] [11] .
The predictive factors of a successful vaginal birth after Caesarean section include previous vaginal birth, non recurrent indication for the previous Caesarean section and 18 months interdelivery interval [12] [13] [14] . Other positive predictive factors include foetal weight of less than 4kg and singleton pregnancy [15] [16] . Negative predictive factors of success of vaginal birth after Caesarean section include pregnancy and delivery within 12 months of the previous Caesarean section, birth weight greater than 4 kg and obesity [15] [17] [18] .
Some of the benefits of vaginal birth after Caesarean section are less hospital stay, reduced cost, earlier mother to child bonding and avoidance of the anaesthetic and other complications associated with Caesarean delivery [16] [19] .
There is also less blood loss in successful vaginal birth after Caesarean section [20] .
With attempt at vaginal birth after Caesarean section, even though the overall risks of uterine rupture and its associated complications as well as the risk of intrapartum and neonatal deaths are small, what is not in doubt is the fact that 
Materials and Method

Result
A total of ten thousand six hundred and sixty-nine women (10, 669) Patients with previous vaginal delivery, age between 25 -29 years and interdelivery interval of greater than or equal to 2 years were more successful at achieving vaginal birth after Caesarean section than those outside these categories (See Table 1 ).
As listed in Table 2 , Malpresentation is the major indication for the previous Caesarean section prior to the attempts at vaginal birth after Caesarean section while obstructed labour and poor progress were the least. Eleven patients had their labour augmented. Five of them had successful vaginal birth after Caesarean section while 6 had failed attempts at VBAC. The commonest indications for the termination of the attempts at vaginal birth after Caesarean section were (Table 3 ). The birth weight of the babies ranged from 1.95 kg to 4.1 kg.
As highlighted in Table 4 , there were 6 cases of postpartum haemorrhage in the group that had successful vaginal birth after Caesarean section while there was no case of postpartum haemorrhage in the group that had repeat Caesarean section. Under the group that had successful vaginal birth after Caesarean section, there was also a case of uterine rupture (seen in one of the 5 successful VBAC patients whose labour was augmented) and retained placenta compared to the repeat Caesarean section group that did not have these complications.
APGAR Scores of less than 7 in the 1 st and 5 th minutes respectively are comparable in both groups. Also, birth weights of 3.1 to 3.5 Kg are found majorly in both groups.
Discussion
Since 1985, the international healthcare community has considered the ideal Caesarean section rate to be from 10% -15% [21] . A Caesarean section rate of 29.8% found in this study is greater than this figure. It is also higher than the 27.6% found in Enugu [22] . This was probably due to the fact that quite a number of the patients were referrals from peripheral hospitals who might have received suboptimal care prior to their being referred. The success rate of vaginal birth after Caesarean section quoted as 61.8% found in this study is higher than the 52.5% reported in Bauchi and 50% in Enugu [23] [24] . It is comparable to the 59.37% reported from New Delhi, India [25] . However, it is lower than a success rate of 67.4% reported from Ogbomoso and 69.1% reported from Lagos
[26] [27] . It is also lower than the 72% -76% quoted for developed countries [28] . This high success rate can be attributed to good patient selection as majority were booked and they benefited from antenatal care. The indications for the Open Journal of Obstetrics and Gynecology and hypertensive disorders of pregnancy (8.4%) (see Table 3 ). This was comparable to findings from Lagos [26] .
The age distribution of the patients attempting vaginal birth after Caesarean section is as shown in Table 1 . It is similar to the age distribution of the patients in the study at Nnewi [9] . The birth weight is as shown in Table 4 . The findings were in contrast to the study in Bauchi and that by Oboro [23] [26] ( Table 4 ).
The use of oxytocin for augmentation of labour in women with a previous
Caesarean section has remained controversial because of speculation that there might be an increased risk of uterine dehiscence [29] . Eleven of the patients that attempted vaginal birth after Caesarean section had augmentation of labour and 5 of them had successful vaginal birth after Caesarean section (45.5%) while 6 (54.5%) had repeat Caesarean section. One of the 5 successful cases whose labour was augmented had uterine rupture that was noticed shortly in the postpartum period. She immediately had exploratory laparotomy and repair of linear uterine ruptured along the previous lower segment uterine scar. Bilateral tubal ligation was not carried out though the patient and her relatives were thoroughly counselled on the risk of uterine rupture in subsequent pregnancies and the need to have her pregnancy monitored in a tertiary health facility. In a study in Lagos, none of the 8 patients that were augmented had uterine rupture [27] . This study confirmed that short hospital stay was a recognized benefit of attempt at vaginal birth after Caesarean section [16] [19] .
In this study, patients with previous vaginal delivery, age between 25 and 29 years and interdelivery interval of greater than or equal to two years were noticed to be more successful at achieving vaginal birth after Caesarean section than those that were not (Table 1 ). This contrasts with the report from Nnewi in which there was no significant association between the outcome of vaginal birth after Caesarean section and history of vaginal birth. However, it was in agreement with previous observation by some other investigators [12] [13] [23] .
Vaginal birth after Caesarean section remains an important tool for the reduction of Caesarean section rate [2]. However, patients must meet some criteria including non recurrent indication for previous Caesarean section, low transverse uterine incision as well as the labour taking place in an adequately staffed and well equipped facility with competent personnel and operative capability round the clock [19] . This is imperative in order to avoid the untoward effect of attempt at vaginal birth after Caesarean section such as postpartum haemorrhage and uterine rupture. When they do occur, proper monitoring of labour is recommended to ensure early detection and institution of interventions to limit morbidity and prevent mortality [19] .
Limitation
Missing data that could not be accountable for is a drawback to this study.
